Objectives. The current study examined how a key component of caregiving stress processes, global mastery perceptions, changes with placing the care recipient in a nursing home or institution. We also explored the role of primary stressors in accounting for mastery changes with placement and whether characteristics of the caregiver and care recipient moderate reactions to placement.
M
AJOR life events and transitions often trigger developmental change in various domains of functioning (Baltes & Nesselroade, 1979; Diener, Lucas, & Schollen, 2006; Gerstorf et al., 2010; Ram, Gerstorf, Fauth, Zarit, & Malmberg, 2010) . In line with prevailing models of stress and of control, transitions in caregiving such as caregiving onset, placement of the care recipient, or bereavement can be expected to initiate profound changes in psychological resources (Heckhausen & Schulz, 1995; Lachman, 2006; Pearlin, Menaghan, Lieberman, & Mullan, 1981; Skinner, 1995) . In this study, we focus on global perceptions of mastery as a key psychological resource in the stress process and examine how mastery changes with placing a care recipient into a nursing home or similar institution. Placement has been identified as an important event that can have tremendous effects on the caregiver (Aneshensel, Pearlin, Mullan, Zarit, & Whitlatch, 1995) . In our report, we use longitudinal data from the Caregiver Stress and Coping Study (CSCS) to track how changes in mastery of caregivers unfold prior to, within 1 year of, and in the years following placement of a care recipient suffering from dementia into a nursing home or similar institution. We will also explore whether and how primary stressors (role overload) mediate reaction to placement and examine the moderating role of caregiver and care recipient characteristics in reaction to placement.
Global Sense of Mastery and Caregiving
Psychological resources such as global sense of mastery enable individuals to have control over life circumstances and strive for goal attainment (Pearlin & Schooler, 1978) . For caregivers, global beliefs of mastery protect against the adverse effects of caregiving strains on well-being and physical health (Aneshensel, Botticello, & Yamamoto-Mitani, 2004; Harmell, Chattillion, Roepke, & Mausbach, 2011; Roepke et al., 2008) . It is likely that those mastery perceptions themselves are profoundly shaped by experiences that accompany the caregiving process. The chronic stress and daily disturbances involved in caregiving may deplete one's adaptive capacity and resources. More specifically, caregiving often confronts caregivers with conditions, experiences, and persistent role strains that erode global sense of mastery and in turn result in poor adaptation such as depressive symptoms and compromised health (Monin & Schulz, 2009 ). For example, caregivers are often confronted with frequent and numerous problem behaviors, such as restlessness or agitation that constrain and undermine caregivers' ability to pursue behaviors directed at the attainment of desired outcomes (Aneshensel et al., 1995) . In line with those arguments, mastery has been observed to decline for long-term caregivers (Skaff, Pearlin, & Mullan, 1996) .
Little is known, however, about whether and how mastery changes during important transitions in caregiving. Placement can be expected to alter the challenges associated with caregiving because caregivers are no longer the primary persons taking care of their loved ones, which can lead to significant changes in both psychological resources such as mastery and consequent effects on well-being and physical health. A first possible scenario is that placement will operate as a relief to caregivers, resulting in improved mastery. Placement may then be perceived as a relief from everyday challenges associated with caregiving and thus result in a restoration of a caregiver's sense of control over the events in his/her own life. A contrasting scenario is that placement will not alter change trajectories in mastery. New stressors may emerge such as scheduling visits, feelings of guilt, or financial strains that further deplete one's resources, and caregivers may feel less control over what happens to their relative compared with when they provided all of the care (Whitlatch, Schur, Noelker, Ejaz, & Looman, 2001; Zarit & Whitlatch, 1992) . Empirical evidence so far is relatively scarce. Initial evidence exists to suggest that mastery remains relatively unchanged after placement of one's care recipient (Gaugler, Pot, & Zarit, 2007; Skaff et al., 1996) .
Role Overload as a Proxy for Challenges Associated With Caregiving
Several lines of inquiry highlight how mastery may change with the experience of caregiving and transitions in caregiving. To begin with, the accumulation of primary care-related stressors such as role overload often constrains and seriously undermines perceptions of control. In particular, role overload refers to role demands, fatigue, and experiences of being overwhelmed by caregiving-related tasks and responsibilities (Pearlin, Mullan, Semple, & Skaff, 1990) . Chronic stressors and daily disturbances that arise directly from patient care (e.g., help with dressing) often lead to increases in role overload over time (Gaugler, Davey, Pearlin, & Zarit, 2000; Sugihara, Sugisawa, Nakatani, & Hougham, 2004) . During caregiving, increasing role overload can be especially taxing on mastery because taking on the role of a primary caregiver for a loved one typically relinquishes caregivers' ability to be the primary driver of their own life circumstances. For example, dementia caregivers are often faced with stressors and events that interfere with and constrain one's own lifestyle (Bookwala & Schulz, 1998; Gignac & Gottlieb, 1996) . Such impediments challenge the fulfillment of motivational strivings and goal implementation strategies that are essential for attainment of desired outcomes (see Heckhausen, Wrosch, & Schulz, 2010) . The transition to placement often results in declines in role overload (Gaugler et al., 2007; Gaugler, Mittelman, Hepburn, & Newcomer, 2009; Mausbach et al., 2007a) , illustrating that placement acts as a partial relief to caregivers. Changes (declines) in role overload with placement may result in parallel changes (increases) in mastery, thereby providing relief to caregivers' psychological resources.
The Moderating Role of Caregiver and Care Recipient Characteristics
Embedded within the seminal stress process model (Pearlin et al., 1981 (Pearlin et al., , 1990 ) is that caregiver and care recipient characteristics moderate caregiving-related resources and outcomes. People bring to the caregiving career their own abilities and resources that they can draw upon when dealing with caregiving challenges. For example, caregivers who are older and/or women are more likely to report lower self-efficacy (Pinquart & Sörensen, 2003) . Minority group differences in mastery may arise through differences in advance planning and preparation for future care (e.g., Sörensen & Pinquart, 2000 as well as long-term care decision making and health service utilization. For example, African American caregivers are typically less likely to use formal services and place their loved one in a nursing home or similar institution, probably because they often report greater filial responsibility, collectivism, and lack of accessibility to formal services (Aranda & Knight, 1997; Cox, 1999; Knight & Sayegh, 2010) . As a consequence, African American caregivers may be more likely to be resilient to caregiving strains (Aranda & Knight, 1997; Pinquart & Sörensen, 2005) . In a similar vein, depressive symptoms and mastery are often closely intertwined. For example, caregivers who report high levels of depressive symptoms may be constrained in their perceptions of and ability to ascertain control over life circumstances (Schulz, O'Brien, Bookwala, Fleissner, 1995) . In turn, a strong sense of mastery is protective against increases in depressive symptoms (Kaplan & Boss, 2004; Steffen, McKibbin, Zeiss, Gallagher-Thompson, & Bandura, 2002) . Finally, the social embedding of the caregiver can also be expected to be relevant (for discussion, see Knight & Sayegh, 2010) . For example, more emotional support and lower family tensions have been linked to experiencing increases in mastery post placement (Skaff et al., 1996) .
It is also conceivable that factors associated with the caregiving process such as care recipient characteristics shape whether and how mastery changes with the placement of the care recipient. For example, aiding a care recipient with everyday activities of daily living (ADL) may undermine the mastery perceptions of the care provider (Skaff et al., 1996) . Caregivers may perceive their care recipients' frailty and inability to eat or dress without help as a window into his or her own (distant) future and so demoralize the general sense of mastery (Monin & Schulz, 2009) . Similarly, being confronted with more problem behaviors such as irritability and being kept up at night may also constrain and limit caregivers' beliefs regarding exercising control over the situation (Li, Seltzer, & Greenberg, 1999) .
The Present Study
Our objectives are (a) to examine how caregivers' global perceptions of mastery change with the placement of their care recipient in a nursing home or similar institution, (b) to explore whether role overload mediates those placement effects, and (c) to explore how caregiver and care recipient characteristics moderate reactions to placement. We focus on dementia caregivers because challenges associated with providing care for a loved one with dementia and observing their physical and mental deterioration are often particularly taxing (Aneshensel et al., 1995; Schulz & Martire, 2004) . Dementia caregivers are confronted with daily challenges and hassles such as no longer being recognized by their loved one, helping their care recipient with everyday activities of daily living (e.g., to eat, bath, and get out of bed), and dealing with the care recipients' cognitive difficulties (e.g., understanding simple instructions). As a result, cumulative demands and experiences of caregiving may be a constant reminder of how little caregivers can do to affect the course of their own life circumstances, which may be especially detrimental to perceptions of mastery.
To address these research questions, we used longitudinal data from the CSCS that assessed caregivers yearly for 5 years. The longitudinal and prospective nature of the CSCS allows examining how mastery changes in relation to placement. Previous work using the CSCS (Aneshensel et al., 1995; Pearlin et al., 1990 ) has either focused solely on post placement change or (group) mean-level differences in mastery (Gaugler et al., 2007; Skaff et al., 1996) . We extend previous research by applying a comprehensive approach to examining change processes in mastery as they unfold prior to, within 1 year of, and in the years following placement. Based on extant research, we expect that mastery declines leading up to placement, increases with placement, and is relatively stable in the years following placement. For the mediation, we hypothesize that the reduction in accumulated caregiving stressors with placement (operationally defined by role overload) account for placement-related increase in mastery. In a final exploratory step, we targeted whether caregiving-related resources (caregiver characteristics) and care recipient characteristics moderate placement-related changes in mastery.
Method

Participants and Procedure
The CSCS is a six-wave longitudinal study of caregivers of individuals with progressive dementia (for details, see Aneshensel et al., 1995; Pearlin et al., 1990) . Potential respondents were identified through local Alzheimer's Association chapters in the San Francisco and greater Los Angeles areas and through the Family Caregiver Alliance in the San Francisco Area.
Caregivers were recruited over the telephone to determine interest in participation. Respondents met the following eligibility criteria: (a) The care recipient had a confirmed physician diagnosis of Alzheimer's disease or another progressive dementia; (b) the caregiver was the spouse or adult child (including daughters-and sons-in-law) of an elderly relative suffering from dementia; and (c) the participant was the primary caregiver (or the family member who provided the most help) of a relative living in the community at the time of initial screening.
The sample consisted of 555 caregivers at Time 1 who were assessed yearly over the course of 5 years (six measurement occasions) across a wide range of topics concerning their caregiving career. With our interest in examining placement-related changes in mastery, we focused on the 271 participants (70% women, 88% attained at least high school education, and 84% or n = 227 were white, 11% or n = 29 African American, 3% or n = 9 Hispanic, 1% or n = 4 Asian, and 1% or n = 2 other) who placed their care recipient in a nursing home or other institution during the course of the study. To quantify selectivity effects, we compared those 271 participants with the Time 1 sample of 284 participants who did not experience placement. Analyses revealed that participants who experienced placement did not differ in age at Time 1, gender, education, role overload at Time 1, and mastery at Time 1 (all p's >.10), suggesting that our participants are comparable to the study population from which they were drawn.
Measures
Outcome.-Global sense of mastery was assessed at each wave using seven items from Pearlin and Schooler's (1978) Mastery scale that measures global feelings of control (e.g., "I can do just about anything I really set my mind to do."). Participants rated the extent to which they felt their life was under their control using a 4-point Likert scale (1 = strongly disagree to 4 = strongly agree). A mean index was created with higher scores indicating more mastery (baseline α = 0.75).
Mediator.-Role overload represents caregivers' subjective evaluation of care-related stressors, tasks, and responsibilities and was measured at each wave using three items assessing feelings of emotional exhaustion and fatigue due to informal care provision (e.g., "You have more things to do than you can handle."; Pearlin et al., 1990) . Participants rated each item using a 4-point Likert scale (1 = not at all to 4 = completely). A mean index was created with higher scores indicating more role overload (baseline α = 0.78) and was included in our analyses as a time-varying predictor to examine whether corresponding changes in role overload mediated changes in mastery. To facilitate interpretation of relative changes, we standardized mastery and role overload to the T metric (M = 50, SD = 10) with the Time 1 sample (N = 555) serving as the reference.
Moderators.- Table 1 shows descriptive statistics for caregiver and care recipient characteristics assumed to moderate placement-related mastery changes. With an interest in the resources caregivers could draw from and the constraints they were confronted with, we used data for each candidate moderator from the wave immediately preceding the placement. Socio-demographic factors included were age, gender, education, ethnicity (non-white vs. white), and years of caregiving. Emotional support was measured with a seven-item scale assessing the amount of connection caregivers felt toward their family and friends using a 4-point Likert scale (e.g., "You have someone that you feel you can trust."; 1 = strongly disagree to 4 = strongly agree; baseline α = 0.81). Family tension was measured using three items assessing the degree to which family members get along with one another using a 4-point Likert scale (e.g., "There is tension in our family."; 1 = not at all like your family to 4 = very much like your family; baseline α = 0.72). Depressive symptoms were assessed using a seven-item scale from the Hopkins Symptoms Checklist (e.g., "In the past week, on how many days did you feel caught or trapped."; see Derogatis, Lipman, Rickels, Uhlenhuth, & Covi, 1974) , which asked how often symptoms occurred in the past week using a 4-point Likert scale (0 = no days to 3 = 5 or more days; baseline α = 0.86). Mean indices were created for each caregiver characteristic with higher scores indexing more emotional support, family tension, and depressive symptoms.
Care recipient characteristics were also considered as potential moderators of placement-related mastery changes and included caregiver reports about the cognitive difficulties, ADL/instrumental activities of daily living (IADL) dependencies, and problem behaviors of the care recipient at the wave prior to placement. Cognitive difficulty was measured by asking the caregiver how difficult is it for the care recipient to perform seven tasks, including understanding simple instructions and speaking sentences using a 5-point Likert scale (0 = not at all difficult to 4 = cannot do at all; see Pearlin et al., 1990 ; baseline α = 0.86). ADL/ IADL dependencies were measured by asking the caregiver how much does the care recipient depend on the caregiver for 15 everyday tasks ranging from bathing/showering to getting in/out of bed using a 4-point Likert scale (1 = not at all to 4 = completely; see Gaugler et al., 2004 ; baseline α = 0.91). Problem behaviors were measured by asking the caregiver on how many days in the past week he or she personally had to deal with 14 problem behaviors, including becoming restless or agitated and keeping you up at night using a 4-point Likert scale (1 = no days to 4 = 5 or more days; see Pearlin et al., 1990 ; baseline α = 0.78). Mean indices were created for each care recipient characteristic with higher scores indexing more dependent or reliant behavior.
Time metric of time-to/from-placement.-During each wave, caregivers were asked to update their caregiving status (i.e., continuing care, placement, or bereavement). Caregivers who reported caring for their relative at home in the previous wave but whose relative was now institutionalized (placement) were selected. We then realigned these selected caregivers' mastery assessments in relation to the wave placement occurred. Realigning caregivers' mastery in relation to placement allowed for tracking changes prior to, within 1 year of, and in the years following placement. We also did this same procedure for role overload to allow examining whether corresponding changes in role overload accounted for changes in mastery. Table 2 shows the descriptive statistics for mastery and role overload prior to (waves −5 to −1), immediately following (wave 0), and in the years following placement (waves 1-4). The descriptive statistics indicate that mastery declines prior to placement, followed by an increase within 1 year of placement and gradual increases thereafter. Conversely, the descriptive statistics indicate that role overload increases prior to placement, followed by a Note. N = 271. Education was divided into four categories: 0 = less than high school (n = 33); 1 = high school graduate/vocational training (n = 74); 2 = some college (n = 78); 3 = college degree and more (n = 86). Ethnicity was divided into two categories: 0 = African American, Hispanic, Asian, and other (n = 43); 1 = white (n = 228). Years of caregiving refers to caregiving years at the assessment period immediately prior to placement. ADL/IADL = activities of daily living/ instrumental activities of daily living.*p < .05.
substantial decline within 1 year of placement, and stability thereafter. For both mastery and role overload, we observed slight positive skewness, suggesting scores are distributed at the lower end of the scale, whereas for role overload there was slight negative kurtosis, suggesting a flat distribution (as opposed to normal distribution). We also note that for our analyses, time-to/from-placement was modeled over months and not rounded to year to provide more exact data regarding interview assessment than assuming everyone was assessed exactly 1 year apart. We note that caregivers may have also experienced bereavement during the course of the study in the years following placement. In follow-up analyses, we also explored the role of bereavement. Results obtained did not differ between caregivers who additionally experienced bereavement and those who did not.
Statistical Procedures
Our first task was to establish a model of placement-related within-person changes in mastery that captures between-person differences in the multiple phases of change (see Fauth, Gerstorf, Ram, & Malmberg, 2012; Ram & Grimm, 2007) . To do so, we operationally defined two constructs: time-to/from-placement and reaction. Time-to/ from-placement refers to the implied linear rate of change in mastery leading up to placement. Reaction was measured via a time-varying dummy-coded variable. Reaction indexes the effect of placement on caregivers' mastery and was coded as 0 for all waves prior to placement (waves −-5 to −1) and 1 for the wave immediately following placement and all waves thereafter (waves 0-4). The multiphase growth curve model was specified as
where person i's level of mastery at time t, y ti , is a function of an individual-specific intercept parameter that represents levels prior to placement, β 0i ; an individual-specific slope parameter, β 1i , that captures rates of linear change prior to placement; an individual-specific reaction parameter, β 2i , that represents the effect of placement on caregivers' mastery; and an individual-specific interaction between linear rate of change and reaction, β 3i , that indexes whether rates of change in mastery differed prior to and post placement; and residual error, e ti . Following standard multilevel or latent growth modeling procedures (e.g., McArdle & Nesselroade, 2003; Ram & Grimm, 2007; Singer & Willett, 2003) , individual-specific intercepts and slopes (βs from the Level 1 model given in Equation 1) were modeled as the Level 2 model where between-person differences were estimated (i.e., variance parameters) for level (β 0i ), linear change (β 1i ), and reaction (β 2i ) and are assumed to be normally distributed, correlated with each other, and uncorrelated with the residual errors, e ti . Role overload and moderators were added into the model at the within-person (Level 1) and between-person levels (Level 2), respectively. Specifically, role overload was added at Level 1 to assess whether corresponding changes in role overload mediated changes in mastery (for discussion, see Preacher, Zyphur, & Zhang, 2010; Sliwinski & Mogle, 2008) . Additionally, we included a between-person, mean-level component of role overload at Level 2 to assess whether between-person differences in role overload moderated reaction to placement. Caregiver and care recipient characteristics were added at Level 2 as moderators of reaction to placement (β 2i ). All moderators were grand mean centered, and role overload was centered using each caregivers overall role overload score (within-person level). The expanded model that included moderators took the form (Model 2 in Table 4) β 0i = γ 00 + γ 01 (role overload of caregiver i ) + . . . + γ 012 (problem behaviors of care recipient i ) + u 0i , β 1i = γ 10 + u 1i , β 2i = γ 20 + γ 21 (role overload of caregiver i ) + . . . + γ 212 (problem behaviors of care recipient i ) + u 2i , β 3i = γ 30 , and
We note that the relatively small number of measurement occasions for this kind of multiphase model restricted our ability Note. N = 271. Wave refers to the assessment or interview in relation to placement. Scores for global sense of mastery and role overload were standardized to a T metric (M = 50, SD = 10) using the baseline (N = 555) sample. Number of observations = 1,523.
to thoroughly examine between-person difference questions. Because of our focus on predictors of level differences in mastery prior to placement and moderators of reaction to placement, we did not include moderators to examine between-person differences in time-to/from-placement (β 1i ) and did not estimate the variance component for postplacement change (β 3i ). In sum, we preferred robustness of the models for testing our research questions in the context of data constraints (for discussion, see Gerstorf, Lövdén, Röcke, Smith, & Lindenberger, 2007; Ghisletta & Lindenberger, 2005) .
All models were estimated using SAS (PROC MIXED; see Littell, Milliken, Stroup, Wolfinger, & Schabenberger, 2006) , with incomplete data accommodated under missing at random assumptions at the within-and between-person levels (Little & Rubin, 1987) .
Results
Global Sense of Mastery and Caregiving
The intraclass correlation for mastery was .62, suggesting that between-person differences accounted for the majority of the total variance (62%), but there was also substantial within-person variability over time (38%). Results in Table 3 show that the typical change in mastery was characterized by significant declines leading up to placement (γ 10 = −0.06 T units per month or −0.72 T units per year), followed by sizeable increases within 1 year of placement (γ 20 = 1.87 T units). Compared with prior to placement, changes in mastery differed postplacement, and caregivers, on average, experienced increases (γ 10 + γ 30 = −0.06 + 0.10 = 0.04 T units per month or 0.48 T units per year). The time-to-placement (linear rate of change), reaction, and postplacement change parameters conjointly accounted for 18% of the within-person variance in mastery.
We note that those 18% variance explained in withinperson variation of mastery are larger than the <1% and 13% explained that follow-up analyses revealed for chronological age and time in study. We also examined whether errors and random effects followed the normality assumptions. We observed that the random errors and intercept were normally distributed, but for both the time-to-placement and reaction parameters, there was slight positive skew (timeto-placement: 0.22, reaction: 0.13) and positive kurtosis (time-to-placement: 1.40, reaction: 1.04). Moreover, the reaction variance parameter was reliably different from zero (σ 2 u2 = 26.95), indicating that there was heterogeneity in caregivers' reaction to placement.
Role Overload as a Proxy for Challenges Associated with Caregiving
In the next step, we included role overload into our model and examined whether corresponding changes in role overload mediated mastery changes. Results from Table 4 (Model 1) indicate that the inclusion of role overload altered the structure of our findings. Two findings are particularly noteworthy. First, the reaction parameter is no longer reliably different from zero (γ 20 = 0.79, p > .05), suggesting that parallel changes (declines) in role overload with placement mediated the significant boost in mastery. We corroborated this finding by using Preacher and colleagues (2010) multilevel structural equation modeling mediation approach (i.e., Example 1 in Preacher et al., 2010; 1-1-1 design). More specifically, in a follow-up analysis, we analyzed our data within a multilevel structural equation modeling framework within MPlus (Muthén & Muthén, 1998 , which applies a formal test to corroborate that role overload indeed mediated changes in mastery with placement (reaction) and to quantify that the indirect effect of role overload was reliably different from zero. The parameter estimate for the indirect effect of placement (reaction) onto mastery changes through role overload was reliably different from zero (indirect effect = 0.73, SE = 0.25, p < .05), suggesting that corresponding changes in role overload mediated mastery changes with placement. We also found that the time-to-placement parameter is no longer reliably different from zero (γ 10 = −0.05, p > .05), suggesting that mastery changes during caregiving were considerably shaped by role overload. Second, the within-person role overload parameter was reliably different from zero and negative (γ 40 = −0.10, p < .05), suggesting that on assessments when participants reported more role overload, they correspondingly reported lower mastery and vice versa. Figure 1 shows the model-implied change in role overload and mastery Note. N = 271. Number of observations = 1,523. Pseudo R 2 indicates the amount of within-person variation in global sense of mastery that role overload accounted for (28.97−26.80/28.97) . Model 1 = adding role overload to the within-person model at Level 1. Model 2 = adding a total of 11 individual difference characteristics to the between-person model at Level 2. ADL/IADL = activities of daily living/instrumental activities of daily living; SE = standard error. *p < .05.
from Model 1 in Table 4 . Declines in role overload (dotted black line) with placement are accompanied by increases in mastery (solid black line). Prior to placement, higher role overload was related to lower mastery and, postplacement, the picture was reversed, with individuals experiencing less role overload and higher mastery. Additionally, the main effect (γ 01 = −0.40, p < .05) and moderation with reaction (γ 21 = 0.11, p < .05) parameters for the between-person component of role overload were reliably different from zero. This between-person level finding suggests that people who report more role overload than their caregiver peers also reported lower mastery prior to placement and experienced larger placement-related increases in mastery than other caregivers. The inclusion of role overload accounted for an additional 7% of within-person variation in mastery above and beyond the time-to-placement (linear rate of change), reaction, and postplacement parameters.
The Moderating Role of Caregiver and Care Recipient Characteristics
In a final set of analyses, we included caregiver and care recipient characteristics into the model and examined whether these factors moderated reaction to placement.
Results of this model are presented in Table 4 (Model 2). We first note that the within-person effect of role overload remains significant with the inclusion of the moderators, but the between-person component no longer moderates reaction to placement. Findings also revealed that caregivers who were younger and reported higher levels of emotional support, less family tension, less role overload, and fewer depressive symptoms were each more likely to report higher mastery prior to placement. Most pertinent to our research question, our results show that caregivers reporting more depressive symptoms and ADL/IADL dependencies of the care recipient experienced larger increases in mastery within 1 year of placement. Socio-demographic factors, emotional support, family tension, and caregiver characteristics, including cognitive difficulties and problem behaviors, did not moderate reaction to placement. The moderators accounted for a total of 38% and 26% of the variance in level and reaction parameters, respectively.
Discussion
The objective in this study was to examine how global mastery perceptions as a key component of caregiving stress processes are shaped and influenced by placement of a care recipient in a nursing home or similar institution. Applying multiphase growth curve models to longitudinal data of a sample of caregivers who experienced placement, we observed that changes in mastery with placement were characterized by a multiphase pattern, that role overload mediated this change, and that caregiver and care recipient characteristics moderated reaction to placement. Prior to placement, caregivers typically experienced a decrease of mastery. On average, the transition of placement resulted in a significant uptake (approximately 0.20 SD) in mastery, followed by gradual increases thereafter. This finding is consistent with previous work demonstrating that placement of the care recipient provides caregivers release from cumulative chronic stress associated with caregiving (Gaugler et al., 2007; Mausbach et al., 2007a) , thus allowing caregivers to feel more in control of their everyday life. This hypothesis was supported by the finding that reductions in role overload (i.e., the subjective evaluation of one's caregiving-related tasks and responsibilities) mediated the significant boost in mastery within 1 year of placement. Our findings extend previous research by providing support for conceptual models of stress and control, suggesting that mastery is a malleable construct that is shaped by the contexts people are confronted with and the experiences people have (Infurna, Gerstorf, Ram, Schupp, & Wagner, 2011a; Pearlin, 2010; Skinner, 1995) . Our approach provides impetus for future work examining how a given domain of functioning changes in relation to transitions in caregiving.
Global Sense of Mastery and Caregiving
We found that caregivers' global sense of mastery followed a multiphase pattern when examined prospectively Table 4 for mastery and role overload in relation to placement. Mastery declined prior to placement, but the transition of placement altered the caregiver's trajectory of change with an increase in mastery within 1 year of placement, followed by a gradual increase (solid black line). Role overload increased in the years leading up to placement, precipitously dropped within 1 year of placement and was stable in the years thereafter (dotted black line). Prior to placement, higher role overload was related to lower mastery, and postplacement the picture was reversed, with individuals experiencing less role overload and higher mastery. To illustrate, predicted scores are shown for a subsample of 100 participants. in relation to placement. First, caregivers typically experienced declines or an erosion of mastery prior to placement. Caregivers are frequently confronted with challenges such as preparing meals or constantly monitoring their loved one, which can constrain their ability to strive to attain goals, feel competent, and ascertain control over life circumstances (Mullan, 1992) . Second, within 1 year of placement, caregivers typically reported significant increases in mastery. The experience of placing a care recipient in an institution or nursing home appears to operate as a relief, probably allowing individuals to once again concentrate on their own tasks and desired outcomes. Caregivers are no longer constrained by the daily challenges of caregiving for a loved one at home and are likely to have fewer external factors constraining their ability to exercise control. Lastly, postplacement, caregivers experienced a shift in mastery that was characterized by gradual increases. Increases in mastery postplacement may be due to caregivers no longer being the primary person providing direct care, resulting in continued feelings of competence and expected contingencies for one's own pursuits.
We note that the methodological approach that was applied to prospective longitudinal data was critical in identifying these patterns of change. Previous research focusing on mean-level differences comparing mastery pre-and immediately postplacement or using data from the postplacement period only found that mastery remained relatively stable (Gaugler et al., 2007; Skaff et al., 1996) . By centering longitudinal trajectories of mastery along placement (as opposed to time in study or chronological age), we were able to observe significant patterns of decline and growth around a critical transition in caregiving. Empirical research suggests that mastery typically remains relatively stable across adulthood and shows minor declines in old age (Lachman, Rosnick, & Röcke, 2009; Mirowsky & Ross, 2007; Specht et al., in press ). Our results qualify those reports by demonstrating that alignment along placement revealed a more efficient description of the data than chronological age or time in study, allowing insights into how mastery may systematically change along different stages in the caregiving process.
Role Overload as a Proxy for Challenges Associated With Caregiving
To examine whether the conditions and challenges associated with caregiving influenced change processes in mastery, we included role overload into our analyses as a time-varying predictor. The inclusion of role overload altered the structure of our findings; the reaction parameter was no longer significant, suggesting that corresponding changes in role overload accounted for changes in mastery within 1 year of placement (role overload r with time-to-placement and reaction, −.31 and .42, respectively). During caregiving, primary stressors that arise from taking care of someone with dementia (e.g., help with everyday activities or problematic behaviors) contribute to corresponding erosion of one's psychological resources. Placement changes the caregiving context from the overwhelming nature of daily demands and challenges associated with caregiving to a sense of relief characterized by fewer perceived external constraints. Caregivers are likely to experience an increasing awareness that future desired goals and outcomes will (once again) be dependent on one's own actions and choices, not so much on the care recipient as it has been in the past. Lastly, our results illustrate that mastery is malleable in that mastery develops out of certain kinds of experiences (e.g., life events and transitions) and is affected by contextual factors (e.g., primary stressors of caregiving; Pearlin, Nguyen, Schieman, & Milkie, 2007) . The context (here primary care-related stressors) shapes one's belief system, which in turn has consequences for well-being and health (Infurna, Gerstorf, & Zarit, 2011b; Mausbach et al., 2007b; Wrosch, Amir, & Miller, 2011) . We observed in our natural experiment of tracking change before and after a major transition that the trajectory of mastery shifted to be more positive within 1 year of and in the years following placement (for discussion on various other contexts shaping control, see Heckhausen & Schulz, 1995; Skinner, 1995) .
The Moderating Role of Caregiver and Care Recipient Characteristics
We also examined whether characteristics of the caregiver and care recipient moderated placement-related mastery changes. Caregivers who reported more emotional support and less family tension reported higher mastery prior to placement, which is in line with previous studies suggesting that one's social network and integration contributes to and enlarges one's ability to exercise control (Gerstorf, Röcke, & Lachman, 2011; Infurna et al., 2011a; Krause, 1987) . Caregivers reporting more depressive symptoms were more likely to report lower mastery but experienced a larger increase in mastery with placement. Well-being constitutes an important source of mastery (Infurna et al., 2011a; McAvay, Seeman, & Rodin, 1996) and depressive symptoms that may arise through daily challenges associated with caregiving may affect one's feelings of mastery and ability to attain desired outcomes. Finally, ADL/IADL dependencies were observed to be the only care recipient characteristics that revealed reliable associations with mastery. Caregivers who help with more everyday activities such as dressing have further restrictions on their feelings of mastery; placement is experienced as a larger relief compared with caregivers who do not have to deal with as many everyday hassles.
We also note that sociodemographic factors, cognitive difficulties, and problem behaviors of the care recipient did not moderate reaction to placement. Our findings are in contrast to previous research that has shown these resources to be critical in shaping caregivers' functioning across a variety of domains (Pearlin et al., 1990) . It may be that when examined in the context of other resources such as social support and mental health, these factors do not play as large of a role as previously thought. Furthermore, future research should examine the role of long-term care planning in moderating dementia caregivers' global sense of mastery (and other domains) changes in relation to placement. For example, having made advanced directives to be placed in a nursing home if needed may serve as a buffering factor against mastery declines among caregivers because they can anticipate future institutionalization in case caregiving burdens become more and more overwhelming. We also note that there may be between-person differences in the decision for placement such that caregivers suffering from one form of depressive symptoms or another may be at particular risk of not making the decision to place the care recipient into an institution when it is appropriate/needed (Steffen, Gant, & Gallagher-Thompson, 2008) . In sum, integrating the care recipients' plans for future care promises to help us better understand how key domains of functioning in the care provider may (or may not) change in relation to caregiving transitions.
Caregiving Implications
Our findings bear implications for designing effective caregiving interventions, for example, by informing the focus and timing of those interventions. First, we showed that caregivers' global sense of mastery may systematically change, depending on the level of subjective stress they experience, the number of ADL/IADL dependencies, and the social resources available to them. This malleability suggests that it may be useful to address mastery in services or interventions for caregivers. Would services such as adult day care, which provide partial relief of role overload by giving caregivers predictable time away from care (Gaugler et al., 2003; Zarit, Stephens, Townsend, & Greene, 1998 ) also reduce the erosion of mastery? Likewise, would family interventions that increase social support and reduce conflict (e.g., Mittelman, Roth, Haley, & Zarit, 2004) provide a buffer against decline in mastery? By focusing on the potential for intervention to have an effect on maintenance or enhancement of global sense of mastery, it may be possible to sustain the psychological resources and means for protection against mental and physical health declines due to caregiving strains. As a final note, we do not advocate that nursing home placement is the only strategy for addressing low levels of mastery in caregivers. Our findings can be a basis for future research centered on caregivers' adult day service utilization. More specifically, future studies can assess whether mastery fluctuates across days where adult day service is or is not utilized. Previous research has already shown that caregivers typically experience fewer exposures to stressors and lower stressor appraisals on days when adult day services were used (Zarit et al., 2011) , and based on our findings, we would expect that mastery would be higher on adult day service days.
Our discussion of caregiving implications needs to be interpreted within the context of possible subgroup differences in placement-related mastery change. In particular, our statistical models assumed that participants form a homogenous sample that all follow the same scenario. However, the fixed effects from our models may not apply to all caregivers, which were qualified by the random-effects parameters being reliably different from zero. One approach would be to use growth mixture models ) to examine whether subgroups of participants exist who experience different placement-related change (see also Aneshensel et al., 2004) . We speculate that some subgroups of caregivers exist who report low levels of mastery both prior to and postplacement (i.e., placement does not alter mastery trajectory), whereas others experience mastery decreases with placement, and a third group is resilient and maintains high mastery throughout their caregiving career (for discussion on subgroups of change following transitions and life events, see Bonanno, 2004; Bonanno, Westphal, & Mancini, 2011) . In a similar vein, drawing from empirical evidence (Aranda & Knight, 1997; Pinquart & Sörensen, 2005) , we would expect that African American caregivers would be less likely to experience mastery declines prior to placement and stronger increases with reaction to placement. We note, however, that a sample of less than 300 participants is very sparse to thoroughly estimate these highly complex models and so reliably distinguish subgroups.
Limitations and Outlook
We note several limitations of our study. First, care recipient characteristics were self-reports of the caregiver. Depending on the length of caregiving, caregivers may be sensitized to problem behaviors of their care recipient, leading to underreporting the help they provide. Second, our sample is not nationally representative of caregivers and is fairly homogeneous (84% white), therefore limiting generalization of our findings to the larger population of dementia caregivers. Third, although we did not find evidence for a moderating effect of ethnicity, we caution against drawing strong conclusions because sample size for the minority groups was very small and we had to ignore differences between minority groups (e.g., Hispanic American vs. Asian Americans). It is possible that the pathways into and the consequences of caregiving found in our study may not generalize to other population segments such as minority groups. Fourth, although our study included 271 participants who provided some ~1,500 observations for global sense of mastery, we were faced with limitations in statistical power. For example, we were only able to estimate and test between-person differences in some phases (i.e., intercept, time-to/from-placement, and reaction) and not in others. Finally, our study only targeted caregiver reports as the outcome. It would be additionally insightful to assess how care recipients experienced the transition of placement and how much those experiences affect the persons who provided care earlier on.
In closing, our study highlights the importance of examining how caregivers' psychological resources change in relation to care recipient placement and how primary stressors associated with caregiving shape these processes. Our study adds to reports examining the important role that mastery plays in caregiving (Aneshensel et al., 1995; Gaugler et al., 2007; Harmell et al., 2011; Schulz, Belle, Czaja, Stevens, & Zhang, 2004 ) and provides insight into how this pivotal component of caregiving changes in relation to placement. We take our results to provide impetus for prospectively examining how key components of caregiving change in relation to transitions and for examining whether similar processes of changes in mastery and other key components, such as role overload may occur when care recipients receive interventions or use services such as adult day care (Zarit et al., 1998 (Zarit et al., , 2011 . Whether these transitions affect the subjective experience of stress and resources such as mastery may be more effectively examined within the larger trajectory of the caregiver's experiences.
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